Evaluation of paranasal sinuses on available computed tomography in head and neck cancer patients: An assessment tool for nasotracheal intubation Sir, Nasotracheal intubation is a commonly employed airway plan during head and neck cancer surgeries. [1] Common anatomical abnormalities in the nose are septal deviations and septal spurs, usually presenting on one side of the septum. [2] There are many ways by which we can detect the patency of the nostrils, for example, fibre-optic nasoendoscopy, [1] rate of airflow through each nostril [3] ; the patient may be able to confirm a clearer nostril after vasoconstrictors have been applied to the nasal mucosa. [4] Most common complication encountered during nasotracheal intubation is trauma to nasal mucosa or turbinates, leading to bleeding. [5] One of the commonly encountered anaesthetic complications is false passage and tearing off of the endotracheal tube (ETT) cuff. [6] This report presents two cases where cuff tear of two successive ETTs occurred following nasotracheal intubation.
Two male patients, diagnosed with head and neck cancer, were posted for surgery under general anaesthesia with nasotracheal intubation. After counselling the patients for nasotracheal intubation, attaching the standard monitors and placement of IV line, general anaesthesia was instituted as per hospital protocol. A 7.5 mm internal diameter (ID) ETT was lubricated with lidocaine jelly 2% and was inserted smoothly through the right nostril in both cases. After confirmation of ETT placement in the trachea with end-tidal carbon dioxide, it was attached to closed circuit with positive pressure ventilation and oxygen at 1L/min along with isoflurane. However, failure to maintain pilot balloon inflation and a low airway pressure along with reduced expiratory tidal volume were noted on monitors. After ruling out leaks in the circuit, cuff damage of the ETT was suspected. The ETT was removed which showed a small tear in cuff. The second attempt at nasotracheal intubation, with a smaller size ETT 7 mm ID was carried out successfully through the same nostril, which also met with the same result. Both the ETTs were examined, and a cuff tear was noted at the same location [ Figure 1a ]. We noticed cuff tear of two ETTs at similar spots, in our second patient [ Figure 1b ]. During the interim period of computed tomography (CT) scan evaluation, the patient was ventilated using bag-mask technique.
The morbidity associated with cuff tear includes aspiration of saliva, blood or gastric contents, anaesthetic gas leak from the breathing circuit [6] and ineffective ventilation leading to hypoxia. Magill's forceps were not used in either case. As shown in Figure 1 , the tear in the cuff is longitudinal suggesting the damage had been caused by a sharp edge. Retrospective evaluation of the CT images of paranasal sinuses (PNS) revealed angulated bony spur in the posterior septum of the right nasal cavity with a deviated septum in both the patients [ Figure 2a and b]. The cuff of the ETT can be damaged due to the presence of a bony spur in the nasal septum, use of Magill's forceps, use of lignocaine spray on ETT or placing the ETT in hot water before use as noted in a series of 725 nasotracheal intubations using polyvinylchloride ETT. [7] An unusual case of cuff malfunction due to the suture material going through the pilot line [6] and accidental damage to ETT by the oscillating saw during head and neck surgery [8] was also reported. In our cases, the cuff damage occurred before the start of the surgery.
The CT of PNS is routinely performed preoperatively in head and neck surgery patients by the surgical colleagues. If nasotracheal intubation is planned in such patients, we suggest the anaesthesia team to evaluate the CT of PNS to rule out nasal spur on the side where the nasotracheal intubation is to be performed to prevent the complication of cuff damage.
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Airway management in a child with partial mandibulo-maxillary fusion
Sir, Syngnathia, bony maxilla-mandibular fusion, is a rare anomaly and usually associated with cleft palate or other systemic anomalies. We herewith describe a method to maintain adequate depth of anaesthesia while managing airway by fibre-optic (FO) intubation.
A 4-month-old female child weighing 3.5 kg with congenital complete fusion of left mandible and maxilla with 0.2 cm opening on right side [ Figure 1 ] presented to the hospital. History revealed that the patient was more comfortable in either of the lateral positions. Her routine haematological, biochemical and radiological workup was normal. Reconstructed three-dimensional computed tomography scan images of the skull showed complete left-sided mandibulo-maxillary fusion, with opening seen on the right [ Figure 2 ]. She was scheduled for left maxilla-mandibular release. An FO nasal intubation while maintaining spontaneous ventilation was planned. Nebulisation with lignocaine spray (2%, 10.5 mg) was started 20 min before surgery. Nasal packing with 1:100,000 adrenaline was done. Intravenous glycopyrrolate (4 µg/kg) was administered. Anaesthesia induction was started with O 2 , N 2 O and sevoflurane (gradually increased to 8% and maintained at 2%), with gradually increasing concentration of inhalational agent, following which size 2.5 mm (internal diameter [ID]) of endotracheal tube (ETT) was passed through right nostril up to nasopharynx. Jackson Rees' circuit was connected; bag movements corresponded with chest expansion
